Sumnmary of Benefits and Coverage: YWhat this Plan Covers & What You Pay For Coverad Services Coverage Period: 070412020 - 08312021
UMR: WALUTOMA AREA SCHODL DISTRICT: 76-440251 001 Coverage for: Individual + Family ] Plan Type: HDHP
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This is only a summary. For more information ahout your caverage, or to get a copy of the complete terms of coverage, visit winw.ume.com of by calling

18008265781, For general definitions of common terms, such as allpwed amount, palance billing, colnsurancs, copayment, deductible, provider, or other

: : | Ganerally; voll must pay all the costs from providers up fo the deductible amount

| What is the overall . $3,500 person / $7,000 family In-netweork  before this plan begins to pay. If vou have other farily members on the plan, each
P deductible? . $7,000 person / $44.000 family Out-of-network : family member must meet their own individual deductible until the total amount of

: : s dedaclible expanses paid by all family members meets the overall Zamily deductinia,

. This plan covers some items and services even if you haven't vet met the deduclils |
- amount. But a copaymens or coinsurance may apply. For example, this plan covers :
: certain pravantive ssrvicas without costsharing and before you meet your

. deductinlz. See a list of covered preventive senvicas at

| hitgs: s healihcare govicoveragelorevenive-care-benefls/

Are there services
: covered hefore you meet
| your deductible?

: Yes. Praveniive care 58rvices are covered
i befare you mest your deduciBle.

_p:w there other :
. dedustibles for specific . No.
services?

: You don't have to maet deductibles for spacffic services.

What is the cul-cipockst $3,500 person / 37,000 family In-network " _ AR _ "
P s Ly : ! ! If you have other family members in this plan, they have to meet their own cutcf-
E i ) m { m _ofe : . =
¢ limitt for this pian’ $7.500 person ! $15,000 family Cut-of-network  pocket livits unti the overall family out-cf-pocket fint has o met.

: Penalties, premisms, balance b

| What is not included in
! the sut-—of-pockst Gmit? .

ing charges, Even ”_.Ecmsmmmmmijmwm mx.nmzmmmh they don't count toward the cuk-of-pockel.
t cover. - dimit.

1

olan dossn

This pizn uses a grovidar nebwork, You wil pay less if you use a provider in the

: plan's network. You will pay the most if you use an oul-oi-nztwork orovidzr, and you
- Will you pay less ffyou | Yes. See wwaw.uinr.com or calt 18008265781 { might receive a bill from a provider for the difference between the provider's charge
- use a network provider? for a list of network providars, and what your plan pays (a balanca hiiling). Be aware, your neiwork orovider might
_ | use an oui-nf-network provider for some services (such as lab work). Check with

i : - your provider before you get services.

| Do you need a referral to |

: o | No. - Yol can see the speciaiist you choose without a referral.
i see a spacialisi? | : —_—
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All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a dadugible applies.

Primary carg visit i treat an injury

, : No chaige | 20% Cofnsurance
oriliness ; :

>

Specizlist visit : Npcharge 20% Coinsurance Mone

— e ]

g
| !
| 20% Coinsurance for Preventive | You may have io pay for senvices that
Bravenive carefecreating! No charge: : care & screening; L aren't E.m,,a_._”_{m. Ask your EEEE if
_ . Fadinst AT m : the senvices you need are preventive.
immunization w Deductible Waived Mo charge, Deductible Waived . Then check what your plan will pay
- for Immunizations | for. :

Diagnostic test beray, blood work) | No charge . 20% Coinsurance - None

;
>_1I —t———— - i e ——
|
Imaging {CT/PET scans, MRIs} | No charge | 20% CoinsLrance i Mone
T ——— S i N BB A 5 B A TR 8 AT R T =
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No charge, maximum 30 day Ng charge, maximum 30 day
i supply, reiall or mail order - supply, refail or mail order

Generic drugs {Tier 1)
<-|------- _. ..... --- Toverad mijJ_w Uﬁmmﬂl_uﬁm.n_jm ar HSA

i _ . Preventative List have no copay.
: Nocharge, maximum 80 day | No charge, maximumn 20 day ¢

: supply, retail or mail ordar | supply, retail or mai order *Specialty prascriptions can only be

: ; : obtained through a CVS Pharmacy or
: ; : by GVS Caremark maii order to &

| No charge, maximum 80 day  © No charge, maximum 90 day | maximurn 30 cay supply, retail or mail
| supoly, retail or mail order . supply, tetail or mail arder . arger.

Prafarred brand drugs (Tier 2)

Mon-preferred brand drugs (Tier 3)

No charge, maximurm 30 day Mo charge, maximum 20 day

Spectaity drugs (Tier 4}  supply* Fsupply?
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ﬁ_ummm._m_w,%m%:_maé surgery center} No charge ' 20% Coinsurance  None

Physician/surgeon fees . No charge 20% Coinsurance mzazm
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; Mo charua * In-network deductible applies 1o
i - Qui-of-network benefits

Emergengy megical transporiation | No charge { No charge

SIIEMSncy teom care

In-netwerk deductible applies to
- Cutof-netvork benefits

Urdert care : No charge - 20% Coinsurance : None

! Preauthorization is required. If you
: _ | don't get preauthorization, benefits
20%, Coinsurance - could be reduced by 25% up to $250
: of the total cost of the service
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Physician/surgeon fee 20% Cainsurance

D BRIty
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- Qut-otnetwork.

Outpatient services

. No charge . 20% Coinsurance

Inpatient services ' No charge ! 20% Coinsurance
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' None

© Praautharization is required. If you
- don't get preauihorization, benefits
- could be reduced by 25% upto §250
- of the total cos! of the service

: Mo charge;

Office visits Deductitle Waived

. 20% Coinsurance

N ALt 1= | S

Cost sharing does not apply to cettain

Childbirth/delivery professional

_ mz hiarge
senvices | o eharg

: preventive senvces. Dapending on the
* type of sendces, deductile,

. COopaymen: or Consurance may apoiy.
- Matemity care may include fests and

. services described elsewhere in the

2(1% Coinsurance

== TN LI T ST T AL T IR IR

B e b

ENEPRIIS rm e

. 3BC [i.e. ultrasound).

Mo charge

20% Coinsurance

Mene

_ No charge

20% Coinsurance

Mohe

. Not covened : Not cavered

Mone
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wiliad rUrsing care

 No charge  20% Coinsutance

© 60 Kaximum days per confinement;
. Preautherization is required. If you

- dom't get preautharization, benefits

- could be reduced by 25% up o $250
. of the total cost of the service

¢ Qut-of-network,

!
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No charge

20% Coinsurance

L excess of 51,000 for rantals or for
- purchases. If you don't gat

. preauthorization, benefits could be

- reduced by 25% up to $250 per

- ooourrence Qut-of-network.

Mo charge

20% Coinsurance
. : - No charge; Mo charge;
Children’s eye exarm . Deductible Waived . Deductible Waived
Children's glasses Not covered Not coverad
Children’s dental check-up Not covared Nat covered

- Mane

e R e N e N D T R I L RN O

Services Your Plan Does NOT Cover (Check your policy or sian document for more information and a list of any other excluded serviges.)

e Acupuncture » Dental care {adulf) = Routine foot care
« Bariatric surgery e |nfertility treatment s Weight [oss programs
= Cosmetic surgerny v | ong-term care

Chiropractic care
Hearing aids (to age 18)

» Man-emergency care when traveling outside the U5,
«  Private-duty nursing (Qutpatient cares)

+ Routine eve care (adult}
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Your Rights 1o Conhnue Coverage: There are agencies thai can help if yol want to continue your soverage after it ends, The canact inforration for those
agencies is U5, Depatiment of Health and Human Sarvicas, Centar for Consumer Information and Insurance Ovarsight, at 1-877-267-2323 %61565 or

s, oio.cma.goy, (Hher coverage oplions may be available to you tog, including buying individual insurance coverage through the Health Insurance Markstpizes.
Far more information about the Maiksinlace, visit www.MeaithCare.gov or call 18003152586,

Tour Grigvancs and Appsals Rights: There are agencies that can help if you have a comptaint agains: your pian for a denial of a cizim. This complaint is called 2
grisvancs of aposal. For mere information abaut your rights, ook at the explanation of benefits vou will receive for that medical clzim. Your slsn documents also
provide complete information to submit & claim, appeal or a grievance for any reason to yvour plan. Additionally, a consumer assistance program may help you file
your sposal A list of states with Consumer Assistance Programs is available at wwsw HesithCare.zov and

htpdccio.cms. gow programs/ consurnercanarantsincdes iml,

Does this pian Frovide Minimum Sssential Coverage? Yes
If you dor't have [inimum Essential Coveraoe for & month, you'll have to make a payment when yau file your tax returm unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan Mest the Minimum Value Standsrd”? Yes
If your plan doesn’t meet the Rinimum Yaluz Standards, you may be gligible for a premivum fax credit to help you pay for a plan though the Markaiplacs,

This is.onfy a summary: Rﬁu.ac...e”.._..m.. ..__..‘.,.Enna.mm your henefits as described in your plan documents, Please refer to your pfan documents provided by your
employer for complefa terms of this plan.
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mwm_.m iness Covelane EXamDIEs: e

amounts [deductibles, coggyments and cainstranca)

This is not a cost mﬂ_...._maq qaﬂam:ﬂ shown are Eﬂ mxma_u_mm oﬁ scé this pian EEE cover medical care. Your actual costs will be
different depending on the actual care you recefve, the prices your providers charge, and many other factors, Focus on the cost shanna
and exciudad sarvices under the plan. Use this infarmation 1o compare the partion of
costs yau might pay under different heatth pians. Please note these coverage examples ara based on selfanly coverage.

& The plan's overall deductinle 33,500
B Snecishisi coinstrance 0%
# Hospital {facility) coinsutanee 0%
| Other cginsurancs 0%

This EXAMPLE event includes services like:
Specialist offive visits (prenatal cara)
Childbirth/Delivery Professional Sendces
Childbirh/Delivery Facility Services

Diagnostic tests {wltrasounds and hicod work}
Speciabist visit (anesthesia)

In this exampie, Peg would pay:

Cost Sharing
Deduetibles
Copayments
Coinsurance
E:mﬁ isr't covered

1
B uwﬁﬁ:ﬂ polnsirance 0%

= Hospital (facility) coinsurance 0%
& Other coinsursnce 0%

This EXAMPLE event includes services like:
Primary care physician office visits (including
diseasze education)

Diagnostic tests (blood wark)

Prescription drugs

Durable medical equipment {giucose meter)

otal ExampleCost.-

—_— —_— e H
B Spec _mm_ﬂnn"ai%ﬁ% 0%
& Hospital {facility) seinsurance 0%
# Other exinsarenss 0%

This EXAMPLE gvent includes services like:
Emeargency raom care (meluding medical supplies)
Diagnostic tests (x-ray)

Curable medical equipmant fcruiches)
Rehabilitation services (hysical therapy)

A e

“Total Example Cost

81800

In this example, Joe would pay:

In this example, Mia would pay:

oo ... CostShaning CostShamng
_Deductibles” 200 Deductibles” .S1.900
Copayments b s Copaymens %
Coinsurance 80 _Coinsurance $0

What isr'f covered ﬁﬁm:ma.,ﬁ covered
Limits or exclusions Limisorexcusions 1 §0
“The total Joe would payis. “The fotal Mia wouldpayis " §1,800

Note: These numbers assume the ﬁm__ma does not participate in the clan's wellness _u_amaa : you participate in the plsn's
wr.com or call 1-800-826-5781.
*Note: This plan _..mm other deductibles _WE specific services included i _: this coverage mxm_._.ﬁ_m. mmm "Are there other deductibles for gpacific services?™ row above.

s wellness program, you may be able fo

=




The plan would be responsitle for the cther costs of these EXAMPLE covered services. Page Baf7



